Abstract: Avoidant personality disorder (AVPD) is a relatively common disorder that is associated with significant distress, impairment, and disability. It is a chronic disorder with an early age at onset and a lifelong impact. Yet it is underrecognized and poorly studied. Little is known regarding the most effective treatment. The impetus for research into this condition has waxed and waned, possibly due to concerns regarding its distinctiveness from other disorders, especially social anxiety disorder (SAD), schizoid personality disorder, and dependent personality disorder. The prevailing paradigm subscribes to the "severity continuum hypothesis", in which AVPD is viewed essentially as a severe variant of SAD. However, areas of discontinuity have been described, and there is support for retaining AVPD as a distinct diagnostic category. Recent research has focused on the phenomenology of AVPD, factors of possible etiological significance such as early parenting experiences, attachment style, temperament, and cognitive processing. Self-concept, avoidant behavior, early attachments, and attachment style may represent points of difference from SAD that also have relevance to treatment. Additional areas of research not focused specifically on AVPD, including the literature on social cognition as it relates to attachment and personality style, report findings that are promising for future research aimed at better delineating AVPD and informing treatment.
Introduction
Avoidant personality disorder (AVPD), as conceptualized in the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5), is characterized by extensive avoidance of social interaction driven by fears of rejection and feelings of personal inadequacy. 1 It has received relatively little research attention, particularly in comparison with its nearest diagnostic relative, social anxiety disorder (SAD). The reasons for this are multifactorial, but likely relate to ongoing questions in the literature regarding the legitimacy of AVPD as a distinct category of disorder, and at least in part to a more general paucity of research into personality disorders outside of Cluster B.
It was originally thought that AVPD occurred only in association with SAD; however, large community studies have since found that in these settings about two-thirds of those with AVPD consistently do not meet additional criteria for SAD. [2] [3] [4] In terms of prevalence in clinical populations, there are numerous reports regarding AVPD in anxiety samples with SAD, but few in clinical samples with other diagnoses, such as depression or other personality disorders. In a study of major depression with and without personality disorder (PD), 29% of those diagnosed with AVPD met the criteria for SAD. 5 In a clinical sample of patients attending day hospitals for the treatment of PD, 48% of those diagnosed with AVPD met the criteria for SAD. 6 These studies strongly suggest that AVPD as defined by DSM-IV 57 (and DSM-5, 1 since no changes to the definition were made) occurs commonly in the absence of SAD. This raises the possibility that current criteria are defining a diagnostic group that is separate and potentially different from SAD, and that further research into AVPD is warranted. Treatment is a particularly neglected field, with the vast majority of controlled treatment trials focused on SAD with or without AVPD. Weinbrecht et al 7 noted the inability of a proposed Cochrane Library review to find enough suitable studies for inclusion and argued for an urgent need for more research into treatment for AVPD.
Aim
This review interpreted current insights from two perspectives: summarizing key information and opinion about AVPD and presenting novel insights from a broad literature. More specifically, the authors aimed to 1) summarize information about the nature, prevalence, and burden of AVPD; 2) briefly review its status as a diagnostic entity; 3) focus on original research with the potential to give new insights into AVPD, and especially that with potential relevance to treatment; and 4) provide a synthesis of the relevant literature rather than a detailed review of individual studies.
Demographic, symptom, and disability correlates of AVPD
Prevalence estimates for AVPD cluster around 1.5%-2.5%, 2, 3, [8] [9] [10] although slightly lower (0.8%, 11 1.2% 12 ) and significantly higher (6.6%, 13 9.3% 14 ) estimates have also been reported. Women appear at more risk for AVPD in some studies 9, 10 but not all, 11, 15 and the data regarding age of onset are too small and inconsistent to form any conclusions.
What is known about the course and stability of diagnosis of AVPD comes from four main sources: the Longitudinal Study of Personality Disorders, Collaborative Longitudinal Personality Disorders Study (CLPS), Epidemiological Catchment Area/Hopkins Epidemiology Study of Personality Disorders, and studies using data from the Norwegian Twin Registry.
The Longitudinal Study of Personality Disorders was a prospective, repeated-measures study which aimed to study stability and change of personality disorder symptoms and personality traits. Freshman college students were screened for PD, and high-and low-probability samples were selected. 250 students completed three assessment waves at yearly intervals. A stability coefficient for AVPD symptoms from Wave 1 to Wave 3 was estimated at r=0.48.
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The CLPS is a prospective, multisite, repeated-measures study of the course and outcome of avoidant, borderline, obsessive-compulsive, and schizotypal PDs. It also aimed to study the validity of DSM-IV definitions of these PDs and compare the ability of three general models of personality to predict outcome. 17 Subjects were 668 treatment-seeking adults. 18 Two years after intake, 50% of those with an initial diagnosis of AVPD continued to meet criteria; after adjusting for interrater reliability, a κ coefficient of 0.53 was estimated. 19 A 12-month remission rate of 31% was estimated. However, for those who continued to meet criteria, the level of pathology, as indicated by the proportion of criteria met between assessment points, was relatively high from baseline to 24 months (r=0.58). Ten years after baseline, stability of a diagnosis of AVPD was estimated at r=0.51.
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A prospective, longitudinal study of twins from the Norwegian Twin Registry assessed 2,284 twins at two time points 10 years apart. Data from those with SAD and/or AVPD were selected for further examination, but due to low rates of disorder in males, the analyses were limited to 1,761 women. A similar rank-order stability coefficient to that reported in the CLPS was estimated for AVPD in this study (r=0.54). AVPD and SAD were each reported as showing moderate stability, with 69% of those with AVPD continuing to meet the criteria for the disorder. 21 In the Epidemiological Catchment Area/Hopkins Epidemiology Study of Personality Disorders, a population-based sample drawn from the Epidemiological Catchment Area study received personality evaluations by psychiatrists. A total of 294 persons received two psychiatric evaluations 12-18 years apart. 22 The authors regarded antisocial, avoidant, borderline, histrionic, and schizotypal disorders as showing moderate stability in individuals, with intraclass correlations ranging from 0.12 to 0.37 (0.17 for AVPD) and κ coefficients ranging from 0.07 to 0.29 (0.13 for AVPD).
These studies indicate that a diagnosis of AVPD is only moderately stable. However, it should be noted that AVPD was not particularly less stable than other PDs. Rather, it has been amply demonstrated that PD is much less stable than traits or even dimensional scores for PD criteria, and this poses a problem for psychiatric nosology more generally.
Examining other aspects, community-based studies have demonstrated that compared to controls, persons with AVPD are less likely to be married or cohabiting and to be in paid work; they are likely to be less well educated and more likely to be receiving a disability payment. 23 However, in the CLPS, there 
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Avoidant personality disorder was no difference between those with AVPD and depression on relationship or employment status or level of education. 24 Persons with AVPD may be more likely to report poorer physical health, more doctor visits, and greater overall mental distress, resulting in a higher level of disability and lower quality of life. 25 
Comorbidity
AVPD is often comorbid with depression and substance abuse, and is likely to be associated with increased odds of suicidal ideation and attempts, 2, 6, 9 explaining, perhaps in part, why AVPD may be a significant predictor of chronic depression. 26 Intriguingly, in association with dysfunctional perfectionism, AVPD has been reported to increase the risk of postpartum depression, possibly mediated by raised levels of antepartum anxiety and depression. 27 In a similar vein, AVPD and obsessive-compulsive personality disorder (OCPD) are often found in association with anorexia nervosa and binge eating disorder. 28 Comorbidity with other personality disorders is also common, especially within Cluster C. Possible explanations for the apparent high level of comorbidity include shared vulnerability factors, 29 criterion overlap, [30] [31] [32] inherent aspects of the disorder, 33 and disorder severity as a risk factor.
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Historical development of the AVPD construct and its inclusion in DSM
The history of AVPD as a construct is relevant to the key issue of whether AVPD can be justified as a distinct category of disorder. Millon 35 has written in detail of the historical clinical and theoretical antecedents of AVPD (pp. 298-304). He conceived the essence of AVPD as a longing to relate to others, frustrated by oversensitivity to social stimuli, and hyperreactivity to the moods and feelings of others. He described an essential self-doubt and a mistrust of others, with the anticipation of humiliation or rejection. These concerns were viewed as leading to an "active-detached" pattern of interpersonal interaction, that is, active withdrawal from, or avoidance of, social interaction, especially when critical evaluation or rejection might result. AVPD was contrasted with the "passive-detached" pattern of schizoid PD, characterized by underarousal, amotivation, insensitivity to social cues, and lack of interest in interpersonal relationships. Millon's work was instrumental in the addition of AVPD to the psychiatric nosology with DSM-III 151 in 1980. It would appear that the criteria aimed to differentiate AVPD from other disorders: from schizoid PD by means of a criterion specifying a "desire for affection and acceptance"; and from SAD by precluding its diagnosis if criteria for AVPD were met.
In psychometric analyses, DSM-IV criteria for AVPD have been reported to represent a unidimensional construct. 36, 37 Based on data from a psychiatric outpatient sample, Hummelen et al 36 concluded that the criteria had good psychometric properties and acceptable internal consistency. AVPD showed associations with schizoid, dependent, and paranoid PDs, but it was more likely than the other disorders to be a sole PD diagnosis. Overall, there appear to have been very high rates of personality comorbidity, suggesting that this sample may have had a greater symptom severity than is typical of the general population.
Discussion regarding the validity of AVPD as a category needs to be considered in the broader context of ongoing debate about the most appropriate nosology for PD. There appears to be consensus that personality characteristics are better described dimensionally. There is also general agreement that dimensional differences on a relatively small number of measureable domains or specific traits can account for all the currently described PDs, for example, the five-factor model. 38, 39 The CLPS demonstrated that trait-based models outperformed both categorical and dimensional DSM-IV models in predicting global and social functioning at 10 years. 40 Further, it has been proposed that all psychopathology can be described by a small number of factors, although there is lively debate concerning their nature and number. Candidates include negative affectivity, internalizing/externalizing, thought disorder, and a general psychopathology factor. 29, 37, 41 AVPD is associated with internalizing of distress, high levels of negative affectivity, behavioral inhibition and avoidance, and low levels of extraversion.
Relationship to schizoid personality disorder Some concern was expressed about possible overlap of AVPD with schizoid personality disorder, because of its historical relationship conceptually with schizophrenia. 42 However, a low correlation with DSM-III schizoid PD (0.17 43 ) and negative correlations with schizoid traits 32 provided reassurance that this was not the case. The research suggests that the criteria for AVPD are distinct from schizoid PD, but also points to a possible relationship with schizophrenia. For example, an increased prevalence of AVPD in the relatives of probands with schizophrenia has been reported using the UCLA schizophrenia family study data. 44 This study was conducted using DSM-III-R, in which criteria for AVPD emphasized social anxiety, and thus, the findings may represent a confirmation of the association with social anxiety in schizophrenia-spectrum disorders, rather than an association 
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Lampe and Malhi with AVPD per se. Indeed, Jansen et al 45 reported that the presence of schizotypal traits, rather than avoidant traits, differentiated SAD from panic disorder patients.
Social anhedonia may be a key element in overlap between AVPD and schizophrenia-spectrum disorders. Covariation of schizoid and avoidant traits was observed in one study, but social anhedonia was uniquely predictive of schizoid features, and high levels of internalized shame and the need to belong were predictive of avoidant features. 46 In another study, increased rates of both AVPD and schizoid PD were reported among the relatives of individuals identified as being at high risk of psychosis, with the suggestion that social anhedonia is the key risk factor. 47 However, it is important to note that none of the individuals in this study had psychosis: they were classified as high risk on the basis of responses to a questionnaire measure of risk. Hence, social anhedonia may increase an individual's score on a measure of risk for psychosis, but only longitudinal studies will be able to demonstrate whether this translates to an increased incidence of psychosis.
Relationship to social anxiety disorder
One important influence on research into the overlap between SAD and AVPD has been the changes in diagnostic criteria for both disorders across different versions of the DSM. Diagnoses were hierarchical in DSM-III and a diagnosis of AVPD, as a higher order condition, precluded one of SAD. Accordingly, there could be no overlap. 48 Also in DSM-III-R, in defining AVPD, references to fears of rejection were removed, and criteria added around fears of embarrassment: the net result was criteria that closely approximated SAD. It was in this context that much of the early clinical research took place, most commonly in samples meeting criteria for SAD. Subsamples with and without an additional diagnosis of AVPD were compared. High rates of comorbidity with AVPD, often in >50% of SAD samples, were reported. [49] [50] [51] [52] This research demonstrated that both SAD and AVPD were associated with similar social fears and high levels of social anxiety and social avoidance. 53, 54 Most studies concluded that comorbid AVPD and SAD was associated with greater symptom burden and distress, greater disability, and more functional impairment than SAD without AVPD. Further, in many studies, once the severity of SAD was statistically controlled for 55 , any potential differences disappeared. It was thus concluded that AVPD simply represented a more severe form of SAD, and that it could not be distinguished otherwise. This became known as the "severity continuum hypothesis", prompting many to ask whether an additional diagnosis of AVPD was meaningful. 55 In a comprehensive review, Reich 56 concluded that AVPD and SAD were likely one disorder with different subtypes; he noted that chronicity was a key aspect and suggested creating a subcategory of SAD which took account of the chronicity and dysfunctional level of avoidance in AVPD.
DSM-IV made some changes which moved AVPD back somewhat toward Millon's original conceptualization of the disorder, by highlighting the fears of rejection and feelings of inadequacy as a driver of avoidance. 57 A number of studies based on DSM-IV criteria showed inconsistent patterns of association between measures of symptom severity and SAD and AVPD, that is, AVPD was not consistently associated with greater severity. 6, [58] [59] [60] [61] [62] [63] [64] A number of authors have reported differences from SAD that they regard as significant enough to warrant retaining separate categories for the disorders, including differences in genetic risk, core self-concepts, and cognitive concerns, or differences between AVPD without SAD, and AVPD with SAD groups that they view as inconsistent with a severity continuum. 6, 9, 21, 25, [64] [65] [66] [67] Rettew 68 has argued that the current definition of AVPD (and perhaps SAD) may be too narrowly restricted to social domains. Carter and Wu 69 have suggested that a multidimensional model of social anxiety may be most appropriate, and others argue for a model in which AVPD and SAD are part of a social anxiety spectrum 13 or represent social anxiety phenotypes. 67, 70 Changes to the criteria for SAD in DSM-5 may increase the overlap once again, as a fear of rejection has been introduced into the definition of SAD. 1 All versions of the DSM referred to fears of acting in a way that will be humiliating and embarrassing. Both DSM-IV 57 and DSM-5 1 acknowledged the possibility that showing signs of anxiety might also result in humiliation or embarrassment. However, DSM-5 has grouped these fears under the heading of negative evaluation, and added as specific examples of this being rejected by or causing offence to others, the latter presumably to account for cultural variations such as taijin kyofusho.
Relationship to dependent personality disorder DSM-IV attempted to link behaviors with motivations (eg, lack of confidence in personal abilities in dependent personality disorder [DPD] and fear of rejection in AVPD) in order to better characterize personality disorders and reduce overlap. Nevertheless, it was noted that both DPD and AVPD were marked by feelings of inadequacy, need for reassurance, and hypersensitivity to criticism. 57 Two early studies using DSM- 
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Avoidant personality disorder III criteria identified high rates of meeting criteria for both AVPD and DPD, 32, 71 although one of these suggested that overlap of DPD may be more problematic with histrionic and borderline PDs. 71 However, methodological issues including the use of self-report questionnaires, heterogeneous samples, and small numbers limit conclusions from that study.
In studies based on DSM-IV criteria, factor analysis indicated that six of the criteria for AVPD loaded with three for DPD to form a factor referred to as dependency/incompetence (based on an early maladaptive schema model). 72 In this study, DPD also showed some overlap with borderline PD on an attachment/abandonment factor. A fear of abandonment has also been identified in AVPD, 73 and two other studies reported significant correlations between AVPD and DPD symptoms, including unassertive behavior, low self-confidence with other people, and self-depreciation. 31, 74 However, AVPD has been reported to differ from DPD by showing social withdrawal rather than proximity seeking 32 and by a stable association with alexithymia that in AVPD is independent of depression. 33, 75 In conclusion, these studies are consistent with the high degree of overlap generally reported between PDs in the DSM, particularly within Clusters. Within Cluster C, DPD and AVPD appear more closely related than either is to OCPD. Although studies clearly indicate that similar behaviors (such as unassertiveness) and attributes (such as low self-esteem and low self-confidence) may be observed in DPD and AVPD, the evidence supports some differentiating features (such as completely opposite behaviors in regard to social proximity). It may be relevant that most of the research has focused on symptoms and behaviors rather than motivations. For example, the unassertiveness in AVPD is described as more closely related to fears of being rejected or humiliated due to profound personal flaws, whereas in DPD it is motivated by the individual's desire to avoid being abandoned and left to fend for themselves. A qualitative research approach may help to determine the nature of differences in behavioral motivations and self-concept, to allow further consideration of whether any differences are significant enough to justify retention of distinct categories of disorder.
Phenomenology
The key cognitive features of AVPD are a sense of inferiority coupled with a fear and expectation of rejection. Behaviorally, this manifests as widespread avoidance of social interaction, the other key feature of AVPD. Research that focuses on the cognitive and behavioral phenomenology of AVPD has the potential to enable clinicians to better understand their patients and to engage them in therapy more successfully. It is also likely to lead to therapeutic advances, as has happened in other anxiety disorders. Cognitive factors that may be relevant include those involved in social and interpersonal interaction.
Social cognition
The social psychology literature has reported on a range of findings that may be of relevance to AVPD and might form the basis of novel and potentially fruitful new research approaches in AVPD.
Social cognition research focuses on constructs such as mentalization, self-other differentiation, and affect consciousness. Mentalization refers to the capacity to speculate about the underlying drivers (eg, wants, needs, intentions, and goals) of others' behaviors and emotions. 76 Deficits in mentalization have been shown to be associated with lower self-esteem and poorer relational functioning. 77 Affect consciousness refers to the individual's capacity to consciously be aware of, regulate, and express emotion. Some studies have suggested deficits in mentalization and theory of mind in AVPD, 64, 78 but it has also been noted that avoidance of awareness of emotions may also be employed as a psychological defense strategy to protect against distress, rather than reflecting a cognitive deficit. [77] [78] [79] Applying this to AVPD, it would mean that the individual might protect themselves against the pain of rejection through a general avoidance of emotions. This would be consistent with the reported association between alexithymia and AVPD. 33, 75 However, curiously, hypersensitivity toward the emotional states of others 80, 81 and inhibited self-assertion, likely in an effort to avoid rejection, have also been reported. 81 In a study comparing borderline personality disorder and AVPD, affect consciousness was associated with more interpersonal problems and lower self-esteem, both at baseline and the three-year follow-up. 82, 83 In another study, only self-monitoring of thoughts and feelings was predictive of having AVPD; however, it explained only a small proportion of the variance. 84 In a similar vein, Eikenaes et al 64 showed that individuals with AVPD have a more vulnerable sense of self and less self-reflectiveness.
Self-concept
A construct of "malignant self-regard" (MSR) has been described as relevant to masochistic, self-defeating, depressive, and vulnerable narcissistic personality styles. 85 It has been proposed that repeated experiences of disappointing and frustrating relationships with others are attributed to the self, leading to a negative self-concept. Characteristics of those with MSR are said to include depression, shame, beliefs of personal 
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Lampe and Malhi inadequacy, hypersensitive self-focus, perfectionism, and difficulty expressing anger. 86 In a clinical context, exploration of self-concept in individuals with AVPD has led the authors of the present review to conclude that an MSR is likely also often present in AVPD. Hence, it is of interest that when the malignant self-regard questionnaire was tested across a range of personality disorder traits, AVPD loaded highly (alongside vulnerable narcissistic PD) on one of the two factors identified, 86 and this association was relevant even after controlling for depression and self-esteem. The authors of that study considered whether social anxiety and avoidance may be an important aspect of MSR. However, it is equally possible that the "sense of personal inadequacy" in AVPD is more than just low self-esteem and may have a malignant aspect.
Fear of rejection
The fear of rejection, although a central construct in AVPD, has received surprisingly little attention from researchers. However, findings in the wider literature may be of relevance to AVPD.
Howe et al 87 demonstrated possible contexts in which experiences of rejection may have lasting effects on how individuals see themselves. In their research, if a participant saw rejection as a reflection of personal inadequacy or unacceptability, they were more likely to experience sustained negative impacts from perceived rejection, especially if they also believed that their personality could not be changed.
Fear of rejection may also lead to maladaptive suppression of emotional expressive behavior. Suppression of the behavioral expression of emotion occurs naturally and can be facilitative of social relationships, for example, choosing to suppress the expression of anger or sadness. However, research indicates that excessive or contextually inappropriate suppression of emotional responses may carry a number of social costs. 88 Individuals may be judged as less interested in social affiliation. 89 Failure to express particular types of emotion may be especially costly. Individuals in one study who failed to show amusement when this was expected as a socially appropriate response were judged as less agreeable and less extroverted; those who failed to show sadness were seen as lacking compassion. 89 Gawda et al 90 noted that individuals with an avoidant attachment style are more likely to use emotional suppression in close relationships. They hypothesized that emotional suppression would be more likely to be used as a strategy in situational contexts that increase fears of rejection.
This research may have particular salience to AVPD as it suggests that the behavioral strategy of suppression of emotional expression may not prevent the feared consequence of rejection, but instead might provoke it. This presents a novel potential avenue of research in AVPD that might also have specific implications for treatment.
Taken together, these studies in the field of social psychology suggest that therapy directed toward enhancing tolerance for distress related to feeling criticized or rejected, and appropriate expression of affect may be important in AVPD. It is also clear that negative self-concept is an important therapeutic target, and that it may be more complex than simply having low self-esteem. A limitation to the generalization of this research, however, is that most of it was not conducted in samples selected for AVPD, and none of the studies specifically examined for the presence or absence of SAD. This means that it is uncertain whether the findings can be regarded as specific to AVPD, as they might apply equally to SAD.
Toward an understanding of etiological factors Early childhood experiences
Millon 35 and others 91 considered early interactions with parents as an important etiological factor in AVPD. The likely importance of early caregiver experiences is underscored by adoption studies. Increased odds of PD in adoptees were evident in the National Epidemiological Survey on Alcohol and Related Conditions (NESARC) study, but the odds were highest, about double that of nonadoptees, for paranoid, antisocial, and avoidant PDs. 92 Studies suggest that patients with AVPD are more likely to perceive parents as less affectionate, more rejecting, guilt-engendering, and less encouraging of achievement than matched controls. 91 AVPD has been linked to a recalled history of neglect, abuse, overprotection, and lower care. 93, 94 The CLPS found relatively few differences between AVPD and other PDs on experiences of physical or emotional abuse, or caretaker emotional denial. However, there were some noteworthy differences: those with a primary diagnosis of AVPD reported fewer positive relationships with other adults and poorer parental social ability and less sexual abuse and physical neglect than a group of persons with other PDs. 95 Research has also reported associations that were mediated in part by a maladaptive schema of belief in the need to subjugate personal needs, wants, and desires to avoid negative interpersonal outcomes, although overall few relationships with early maladaptive schemas were evident. 96 In summary, despite some variability of findings, there seems to be reasonable support for an association between 
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Avoidant personality disorder neglect and emotional abuse, and perhaps less encouragement by early caregivers and later AVPD symptomatology. Recall bias influenced by underlying hypersensitivity cannot be excluded as a contributor to these findings, but twin studies point to some role for environmental factors, 21 and negative experiences within the family would appear a likely candidate.
Attachment style
Attachment provides an explanatory model for the link between temperament, adverse childhood environment, and PD. [97] [98] [99] [100] An attachment style variously referred to as avoidant, detached, or dismissing (also referred to as an "anxious/avoidant" style) has been proposed to contribute to the development of AVPD. This attachment style may be associated with a negative self-concept and a fear of intimate relationships. 101 A fearful attachment style, described as involving a desire for intimacy in the presence of interpersonal distrust and fear of rejection, has been proposed to be of particular relevance to AVPD. Indeed, Bartholomew regarded the fearful style, when extreme, as typical of AVPD. 102 A number of studies have confirmed the theorized relationship between AVPD and both anxious and avoidant strategies. 46, 81, [103] [104] [105] [106] [107] [108] [109] [110] Using the four-category model of Bartholomew and Horowitz, 111 which posits that attachment may be classified into one of four groups determined by positive or negative views of the self and positive or negative views of others, some studies also identified a fearful attachment style in AVPD. 101, 112, 113 In the four-category model, the fearful attachment style may be the most disabling, since it is associated with negative views of both self and other. Research suggests that experiences with critical, demeaning, and neglectful early caregivers may increase the risk of developing a fearful attachment style.
These findings are important because attachment style is highly relevant to assessment and treatment. For example, it is more difficult for a therapist to establish and maintain a relationship with an individual who is distrustful of others, who is hypersensitive to criticism and rejection, and who relies on avoidant coping strategies.
Links between early childhood experiences and the core features of AVPD: hypervigilance, avoidance, low selfesteem, and negative self-concept It has been proposed that a child may develop hypervigilance as a coping strategy when a parent is inaccessible or inconsistent, 91, 114 and this hypervigilance may then generalize to other social situations. This might be expected to apply equally to SAD. Other authors suggest that repeated negative interactional experiences with parents might lead the child to expect unpleasant or distressing interactions, and to then employ avoidance as a coping strategy. 35, [114] [115] [116] Over time, this might become the default strategy. The resulting social isolation in turn predisposes to greater emotional distress. From a cognitive theory perspective, this would represent a cognitive mediational factor reinforcing avoidance as a coping strategy. Millon 35 viewed parental rejection or denigration as a critical factor in the erosion of self-esteem in the child (p. 318).
A role for temperamental factors has also been proposed. 117 Personality rigidity, hypersensitivity, high harm avoidance, low novelty-seeking, and an overactive behavioral inhibition system have been proposed as relevant factors, 117 with some supportive evidence. 59, 93, 118 It also seems likely that SAD and AVPD share some temperamental vulnerability factors, including negative emotionality (neuroticism), behavioral inhibition, and shyness. 117 Temperamental factors may act by increasing the individual's vulnerability to the effects, and possibly even the risk, of negative childhood experiences. 91 They may also influence the selection of coping strategies, such as avoidance, and the adverse impact of maladaptive strategies. A relationship between attachment and temperament has also been described. For example, the amount and expression of distress an infant experiences upon separation from the early caregiver may be influenced by temperamental traits, and the responsiveness of the caregiver may influence attachment. 100 A biobehavioral factor of approach/avoidance may be of particular relevance. "Onlooking" behavior, where a child watches others play but is too anxious to attempt to join them, has been described as a behavioral marker of an "approachavoidance" conflict. 119, 120 In this model, an avoidant child is said to be low on social approach and high on social avoidance, and may be particularly prone to AVPD. 117 In one study, avoidant children differed significantly from shy, unsociable, and sociable children by scoring higher on measures of depressive symptoms, negative affect, fear of negative evaluation, and lower on positive affect and well-being. 119 
Genetic factors
Genetic studies have the potential to offer insight into the relative contributions of genes and environment, as well as more specifically to inform the question of diagnostic validity. A heritability coefficient for AVPD of 0.64 has been estimated in one study. 121 Initial and 10-year follow-up genetic findings in AVPD and SAD using data from the Norwegian Twin Registry indicated that genetic influences on AVPD were stable 
62
Lampe and Malhi over time, but the genetic risk for SAD was more variable. 3, 21 The authors concluded that environmental factors contributed to co-occurrence of AVPD and SAD, but that there are potentially distinct factors underlying SAD and AVPD.
In summary, these studies suggest a complex relationship between genes, temperament, early childhood environment, attachment style, and personality in AVPD, which remains to be fully elucidated. The research indicates some shared vulnerability with SAD, but also some points of difference.
Treatment
Apart from case reports, there is little research into the treatment of AVPD specifically. 70, 122 Most of the empirical research is derived from treatment studies of SAD, where outcome for SAD with and without AVPD has been reported. There are mixed findings: some studies report no effect on treatment outcome, [123] [124] [125] while others report less likelihood of remission from SAD 126 and failure to reach normative levels of functioning; 127, 128 some studies suggest an increased risk of persistent symptoms of SAD when comorbid with AVPD. [129] [130] [131] There is also a report of a poorer outcome unrelated to severity of SAD symptoms. 132 However, overall these studies support the value of cognitive behavioral approaches in relieving symptoms of AVPD to at least some extent.
Pharmacotherapy is generally not thought to be effective in personality disorder, and there are no trials of its use specifically in AVPD reported in the literature. However, clinical recommendations exist for using similar pharmacotherapeutic approaches as for SAD. 133 In SAD, the serotonin-specific reuptake inhibitors and serotonin noradrenaline reuptake inhibitors have a robust efficacy literature, [134] [135] [136] [137] [138] and clearly pharmacotherapy is likely to be of value for comorbidity, such as depression.
In terms of psychological treatment, graded exposure, cognitive behavior therapy (CBT), social skills training, psychodynamic psychotherapy, schema therapy, and supportiveexpressive psychotherapy have all been reported to be helpful, although the number of studies is small. 83, 91, 127, [139] [140] [141] [142] [143] [144] Case reports of other psychological approaches exist (eg, Acceptance and Commitment Therapy, 145 Emotion Focused Therapy, 146 and Wilderness Therapy 128 ) but randomized, controlled trials are lacking for these other approaches.
Case reports of successful therapy emphasized a formulation that included experiential avoidance as a key maladaptive coping strategy requiring recognition by the therapist and targeted intervention. In relevant cognitive research, a more threat-avoidant attention focus, compared to threat-focused, has been reported in association with poorer outcome in SAD and may therefore be a relevant consideration for CBT. 147 The formulations in these case reports incorporated hypothesized deficits in social cognition, which were also targeted in therapy. 146, 148 Notable aspects of this research include the congruence with recommendations for social skills training in AVPD made by early investigators 140, 149, 150 and the longterm (years) time frame of the therapy.
Currently, it appears that a problem-focused approach is the best basis for treatment planning. Selection of treatment strategies should be based on a comprehensive, individualized formulation that takes account of symptoms, emotional functioning (including mentalization and alexithymia), relational functioning (including attachment style), and current coping strategies (including behavioral and experiential avoidance). Development and testing of interventions which specifically target the identified symptoms and difficulties of AVPD is urgently needed. The research into social cognition appears particularly promising for AVPD and other personality disorders.
Conclusion
AVPD is a common condition associated with considerable distress and impairment. It has, for some time, been viewed as essentially a more severe variant of SAD, with criterion overlap likely exacerbating the problem. An increasing body of research is demonstrating meaningful points of difference from SAD, including attachment pathology and self-concept. A model of social anxiety in which SAD and AVPD represent different phenotypes has been proposed. The field of social psychology offers a number of insights that appear highly relevant to AVPD and may represent a fruitful avenue of further study. In particular, social cognition, including reflective functioning, theory of mind, and affect consciousness offer promise. Further research into the meaning of rejection and the nature of the sense of inferiority and personal inadequacy that is said to characterize AVPD may yield information of relevance to better delineating AVPD. In turn, this may inform changes to diagnostic criteria to better differentiate the condition. An understanding of attachment difficulties in AVPD appears especially relevant to treatment, and the literature suggests that many of the CBT strategies used for SAD are also likely to be helpful. Targeting self-concept, experiential avoidance, and maladaptive schemas may also be helpful. However, optimal treatment has yet to be empirically established. If the current structure of psychiatric classification is retained, future research studies would ideally compare groups with SAD without AVPD, AVPD without SAD, and a comorbid group, as this will be important when 
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Avoidant personality disorder considering the lingering issue of whether AVPD represents a distinct category of disorder. If a domain-based model of classification is adopted, an understanding of the broad symptomatology and vulnerability factors in disorders of social anxiety can inform decision-making.
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